There has been a reappraisal of the indications for coronary arteriography with the advent of coronary arterial bypass surgery. While disabling angina unresponsive to medical therapy is the common indication for coronary arteriography, it remains controversial whether patients with mild angina require arteriographic study.
There have been several reports recently directly relating arteriographic severity of coronary artery disease to prognosis (Friesinger, Page, and Ross, 1970;  Bruschke, Proudfit and Sones, I973a, b; Oberman et al., I973) . Prognosis is most favourable with normal coronary arteriograms, and is progressively worse as the number of coronary arteries affected by major disease increases. Moreover, it has been suggested recently that coronary arterial surgery may improve the prognosis in patients with double or triple vessel disease (Sheldon et al., 1973) .
It seemed desirable, therefore, to assess arteriographically the severity of the coronary arterial disease in patients with mild angina, perhaps especially in the younger age groups, who at present tend to be managed conservatively. We decided on a policy of arteriography in these patients but, because of limitations of facilities, arbitrarily chose to investigate only patients of 50 years or less in the first instance.
Methods
The grading of angina used was similar to the New York Heart Association grading for dyspnoea. Grade I was angina occurring with strenuous exertion only (e.g. running for a bus). Grade II was angina occurring with a moderate degree of exertion (e.g. walking quickly) but not limiting ordinary physical activity. Cardiac pacing using a bipolar catheter in the right atrium or right ventricle was performed before coronary arteriography. The heart rate was increased in increments of io beats per minute until either the patient developed chest pain (positive test) or a maximum of i8o beats per minute was reached (negative test).
Left heart catheterization was performed via a brachial arteriotomy using a multiple side-hole catheter for measurement of left ventricular end-diastolic pressure and for ventriculography.
Coronary arteriography was performed using the Sones technique. 35 mm cine film was taken in at least 2 oblique projections for each vessel.
The severity of the coronary artery lesion was graded 
Abbreviations: LAD = left anterior descending; CX = circumflex; RCA = right coronary artery; N = normal ECG; NP = not performed. Oberman and his colleagues (Oberman et al., I973) have also recently reported their experience; they showed a 95 per cent two-year survival for patients with single-vessel disease but only 70 per cent for those with two or three-vessel disease. In Lichtlen's series (Lichtlen and Moccetti, I972) , with an average follow-up of 33 months, there was a mortality rate of IO per cent for single vessel disease, i8 per cent for double vessel disease, and 34 per cent for triple vessel disease. All these studies have demonstrated that major disease of the left anterior descending artery is associated with a worse prognosis than similar disease of the right coronary or cirumflex artery.
If a group of patients with arteriographically severe disease could be identified, they would be the most suitable candidates for more aggressive therapy, if the latter offered improvement of their relatively poorer prognosis. It is relevant to mention that Sheldon et al. (I973) have recently reported an improved long-term survival in patients with double or triple vessel disease who underwent coronary artery bypass surgery.
Review of the published material has not revealed any previous arteriographic studies of patients with specifically mild angina. There have been several studies correlating angina with arteriographic findings (Paulin, I964; Proudfit, Shirey, and factors in a more recent study from the Cleveland Clinic. They found that the 5-year mortality rose with the severity as well as the duration of symptoms, and especially with a combination of these factors, but there was no consistent relationship for cases with duration of symptoms less than one year. They concluded that differences in mortality were partly related to arteriographic differences. They also found that the 5-year mortality rate was directly related to the presence and the number of infarcts, because of both the higher percentage of multivessel involvement and the angiographic abnormalities of the left ventricle in these patients.
Unfortunately, all these possible discriminants have limited clinical application because of the high number of false negatives which occur. This applies especially to the management of the individual patient with mild angina.
Conclusions
It is concluded: (i) mild angina may be a manifestation of severe coronary artery disease; (2) arteriographic severity cannot be accurately predicted from the clinical findings or with the aid of simple investigative procedures. 
